Mukherjee et al (1968) The face was bird-like and asymmetrical with the left side being larger than the right (Fig. 1) . The ears were positioned normally, but were small and misshapen. A high arched palate was present. Cardiac and abdominal examination were unremarkable. The penis was normal but the testes were not in the scrotum. Marked spasticity with hyperactive deep tendon reflexes and clonus were found in the arms and legs. Babinski responses were present. There were bilateral flexion contractures of the third and fourth fingers and the Achilles tendons.
Case Report
The patient, an 11-year-old boy was born of a fullterm pregnancy complicated by persistent emesis in the mother. Labour lasted 8 hours and apnoea was present for 5 minutes. The birthweight was 1800 g. Growth and development were retarded. He raised his head at 6 months, sat up alone at 15 months, and walked at age 31 years. Speech is essentially monosyllabic and he can say no more than 3 or 4 simple words. There is urinary and faecal incontinence.
On examination at the age of 11 years, he was an obviously retarded child with asymmetrical facies, microc.phally, and a long thin body habitus. Weight was 30 5 kg; height 138-5 cm; and head circumference 49 cm.
The face was bird-like and asymmetrical with the left side being larger than the right (Fig. 1) . The ears were positioned normally, but were small and misshapen. A high arched palate was present. Cardiac and abdominal examination were unremarkable. The penis was normal but the testes were not in the scrotum. Marked spasticity with hyperactive deep tendon reflexes and clonus were found in the arms and legs. Babinski responses were present. There were bilateral flexion contractures of the third and fourth fingers and the Achilles tendons.
IQ was estimated to be 36 at age 9 years and 42 at age 11 years (Therman-Merrill test Autoradiography (Schmid, 1963) (Fr0land, Holst, and Terslev, 1963; Gustavson, Atkins, and Patricks, 1964; Taft, Dodge, and Atkins, 1965; Smith et al, 1965; Hulten et al, 1966; Mukherjee et al, 1968; Ishmael and Laurence, 1968) and although the morphology of the unusual chromosome was similar in all cases the clinical characteristics were extremely varied. One explanation for this could be that the origin of the metacentric chromosome varied from case to case. In the case reported here and in the previous cases it was not possible to establish the origin of the abnormal chromosome. Autoradiographic and sex chromatin studies make it unlikely to be derived from an X chromosome.
Another possible explanation for the marked variation in clinical findings in the cases previously reported is that the abnormal chromosomes were -4 379 
